In recurrent or persistent pericardial effusion a subxiphoid pericardial window may be used to drain fluid from the pericardial cavity.' 3 A more permanent form of drainage may be achieved if a combined peritoneal pericardial window is used.4
immersion in 2% glutaraldehyde (Cidex) for three hours, was introduced through the pericardial window in an attempt to visualise the pericardial cavity and locate the effusion. The attempt was unsuccessful because whenever suction was applied through the bronchoscope the pericardium became stuck to the tip and obscured the viewing area. A flexible choledochoscope (Olympus CHF 4B), sterilised by immersion in 2% glutaraldehyde for eight hours, overcame this problem. With a stream of normal saline flowing from the tip of the choledochoscope, the heart was separated from the pericardium and an excellent view of the pericardial cavity was obtained. Loose adhesions that were present were gently broken down by flexing the tip of the choledochoscope to them. Whenever difficulty was encountered in breaking the adhesions or bleeding occurred, the tip of the choledochoscope was manipulated to a different area in search of another path. Eventually the loculated effusion was reached when the tip of the choledochoscope entered a pool of yellowish fluid which drained out of the window because of the increased pressure. The flushing of normal saline through the choledochoscope was stopped and about 100 ml of pericardial fluid was aspirated from the loculus. The choledochoscope was then withdrawn and a size 26 F Argyle catheter was inserted into the loculus along the path created. A total of 800 ml of pericardial fluid was eventually drained.
The postoperative chest radiograph confirmed a considerable reduction in the size of the cardiac shadow. No evidence of myocardial damage or other complication followed from this procedure. Although an occasional ectopic heart beat was noted during manipulation of the choledochoscope, the patient remained in sinus rhythm and tolerated the procedure well.
Discussion
The investigation of a patient with pericardial effusion of unknown aetiology includes pericardiocentesis' and sometimes the creation of a pericardial window.6 ' Pericardial fluid obtained in both procedures can be sent for cytological, microbiological, and biochemical analyses. Biopsy of the pericardium can also be undertaken through the pericardial window. These two procedures have their limitations, however. We cannot inspect the pericardium during pericardiocentesis and a pericardial window will allow only a limited view of the pericardial cavity and the heart. Hence the use of a flexible endoscope to visualise the whole pericardial cavity can be of great benefit in the management of patients with pericardial diseases.
We have shown that the flexible choledochoscope can be used in this situation without any complication. Besides inspection of the pericardium, the choledochoscope allowed us to localise and drain a loculated pericardial effusion. Thus the procedure has both diagnostic and therapeutic applications. In our patient loculation of the effusion probably occurred because the earlier pericardiocentesis caused adhesions to develop between the anterior and inferior surfaces of the heart and the pericardium. The choledochoscope could conceivably be used to perform biopsies of lesions on the pericardium, although this was not necessary in our patient. We believe that pericardioscopy as performed may be useful in the investigation and treatment of pericardial conditions. This book continues to succeed superbly well as an introduction to bronchoscopy. In the five years between this new edition and its predecessor there has, however, been relatively little new development in bronchoscopic technique. Is a new edition justified? The importance of the fibrescope has now, somewhat belatedly, been acknowledged, with the chapter on fibreoscopy extensively revised and now placed ahead of the chapter on rigid bronchoscopy. A sensible section has been added about control of bleeding during fibreoscopy, which at last recognises the difficulty in carrying out the usual advice to use the bronchoscope as a plug. The 218 photographs of the bronchoscopic appearances of both normality and pathology are of excellent quality and range and are justifiably the reason for the book's pre-eminence in the subject. Of about 30 new plates, however, only a few make an important addition, those of hamartoma and endobronchial tuberculosis being the most useful; I was surprised that AIDS related pathology was omitted. I was taught to perform a bronchoscopy facing the patient and so, when I was learning, all the plates were the "wrong way up"-leading to curious looks from others watching me read the book upside down. There is no way round this problem, however, and indeed it may assist in the development of the three dimensional anatomical image that the author rightly emphasises is important. Given the introductory nature of the text, there are few important omissions. It 
Book notices

